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associated with mitosis. In many glandular
cells, the same change is associated also with
secretory activity, although in some instances,
e.g. the cells of the adenohypophysis and the
thyroid epithelium, secretion is induced by a
rise in cAMP and a fall in cGMP.

Atopy (anaphylactic, Immediate1
or type 1) hypersensitivity

Approximately 10% of the population suffers
from this type of hypersensitivity, although in
most of these the symptoms are mild and occa-
sional. The commonest manifestations of atopy
are hay fever and extrinsic asthma, which tend
to run in families and are sometimes preceded
by atopic eczema in infancy and childhood. The
sufferer from hay fever develops acute in-
flammation   of the   nasal  and  conjunctiva!
mucous membrane with sneezing and nasal and
lacrimal hypersecretion within minutes of ex-
posure to an atmosphere containing the causal
agent (usually grass or other pollens). Simi-
larly, an acute attack of asthma, with difficult
wheezing respiration due to narrowing of the
airways by bronchospasm and mucous secre-
tion, develops rapidly when the asthmatic in-
hales the agent to which he is hypersensitive,
e.g. house dust or animal dander. Atopic indi-
viduals, particularly in childhood, may also
suffer from 'food allergies' in which absorption
of antigenic constituents of certain foods, e.g.
milk or eggs, promotes an acute reaction in the
gut with colicky pain, vomiting and diarrhoea.
Urticaria, consisting of acute inflammatory
lesions of the skin with wealing due to dermal
oedema, is common in atopic subjects and also
occurs alone as an acute or chronic condition.
In addition to local disturbances, atopic pati-
ents sometimes develop acute systemic anaphy-
laxis (anaphylactic shock) with dyspnoea, urti-
caria, convulsions, prostration and sometimes
death. Generalised reactions occur when the
responsible agent is absorbed in amounts which
produce a significant level in the blood. For-
tunately, severe anaphylactic shock is rare, but
it  sometimes  occurs  in  hypersensitivity  to
drugs, notably penicillin, and to the venoms of
stinging insects,

Skip tests and provocation tests; Diagnosis of
a?topy depends firstly on $n accurate clinical
bisfery, which usually suggests tfoat acute
attacks result from exposure to a particular

environmental antigen. To confirm the state of
hypersensitivity, dilute solutions of the sus-
pected antigens (which are commercially avail-
able) may be placed on the skin and pricked in
with a needle. A positive result is indicated by a
local weal and flare reaction, developing within
a few minutes (Fig. 6.3) and lasting for an hour
or so. Hence the term "immediate type' hyper-
sensitivity. Although of diagnostic help, skin
tests are not infallible. The atopic individual
tends to give positive reactions not only to the
environmental antigcn(s) responsible for
attacks of atopy, but also to various others.
Also, in a proportion of cases the skin test is
negative although the history is very suggestive
of atopy to that antigen. A more reliable
indication of the causal role of a particular
antigen is provided by provocation tests, for
example bronchial challenge by controlled
inhalation of the suspected antigen by the
asthmatic, and nasal application for the hay-
fever patient: an acute attack implicates the test
antigen. In all such tests, careful precautions
must be taken to avoid provoking a severe
reaction.

Fig. 63 Skin test showing immediate (type I)
hypersensitivity reaction. The patient was an asth-
matic and the test was performed by intradermal in-
jection of an extract of house dust. Note the oedema
and wide zone of reddening. Photograph taken 10
after injection, (Dr. Ian McKay.)